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SUMMARY  OF  RECOMMENDATIONS 
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RECOMMENDATIONS  TO  THE  BOARD  OF  MEDICAL  DOCTORS 

Initiate  a  program  of  routine  periodic  examinations 
of  hospital  staff  and  licensee  records  for  the 
purpose  of  meeting  the  requirement  of  Section  66- 
1016,  R.C.M.  1947.  8 

Consider  the  advisability  of  seeking  legislation 
necessary  to  require  that  all  disciplinary  actions 
taken  against  licensees  by  the  various  constituent 
groups  of  organized  medicine  be  transmitted  to  the 
board  so  the  board  can:  17 

(a)  Enter  all  disciplinary  actions  taken  by  the 
constituent  groups  of  organized  medicine  in 

the  licensee  files  maintained  by  the  board.  18 

(b)  Evaluate  all  disciplinary  actions  taken  by 
constituent  groups  of  organized  medicine  to 
determine  whether  a  violation  of  the  Medical 

Practice  Act  has  occurred.  18 

(c)  Take  disciplinary  action  where  appropriate  to 

protect  the  public  interest.  18 

Consider  the  advisability  of  seeking  the  amendatory 
legislation  necessary  to  require  that  one  or  more 
members  of  the  board  be  appointed  from  the  public 
at  large.  20 

Immediately  investigate  the  physician  assistant 

legislation  and  programs  in  surrounding  states.  25 

Consider  the  advisability  of  seeking  and  supporting 
legislation  to  authorize  and  control  the  use  of 
physician  assistants.  25 

Maintain  a  record  of  all  applications  for  licensure 

pursuant  to  Section  66-1019,  R.C.M.  1947.  28 

RECOMMENDATIONS  TO  THE  DEPARTMENT  OF  PROFESSIONAL  AND  OCCUPATIONAL 
LICENSING 

Establish  an  investigative  staff  to  perform  investi- 
gations for  the  26  boards  under  its  jurisdiction.  10 

Establish  a  standard  system  of  procedures  and  docu- 
mentation for  the  receipt,  investigation,  and  resolution 
of  complaints  relative  to  licensing  boards  or  licensees.  10 
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SUMMARY  OF  RECOMMENDATIONS  (Continued) 

Page 

Consult  with  the  Management  Systems  Division  of 
the  Department  of  Administration  to  record  and 
process  license  renewals  as  receivables  in  the 
statewide  accounting  system.  27 

Establish  a  central  cashier  to  serve  all  boards 

within  the  department.  27 
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STATE    OF     MONTANA 

ffiffice  of  tip  ^Llegtsiaifoe  JVubttor 

STATE  CAPITOL 
HELENA.  MONTANA    59601 


The  Legislative  Audit  Committee 
of  the  Montana  State  Legislature: 

We  have  examined  the  balance  sheet  of  the  Board  of  Medical  Doctors 
of  the  Montana  State  Department  of  Professional  and  Occupational  Licens- 
ing as  of  June  30,  1972,  and  the  related  statements  of  operations  as  set 
forth  in  the  table  of  contents  of  this  report.  Our  examination  was  made 
in  accordance  with  generally  accepted  auditing  standards  and  accordingly 
included  such  tests  of  the  accounting  records  and  such  other  auditing 
procedures  as  we  considered  necessary  in  the  circumstances. 

During  the  period  of  audit  the  board  did  not  maintain  a  general 
ledger  nor  did  it  utilize  the  double  entry  system  of  accounting.   However, 
effective  July  1,  1972,  the  board  now  operates  under  the  statewide  uniform 
accounting  system  which  encompasses  a  general  ledger  and  double  entry  system 
of  accounts.   The  board  does  not  maintain  control  accounts  or  a  subsidiary 
ledger  for  its  equipment.   Since  no  ledger  exists  to  show  equipment  values, 
amounts  were  determined  by  physical  inventory  and  by  reviewing  claims  for 
equipment  purchases  since  the  last  physical  inventory. 

In  our  opinion,  subject  to  the  exception  described  in  the  preceding 
paragraph,  the  accompanying  financial  statements  present  fairly  the  financial 
position  of  the  State  Board  of  Medical  Doctors  as  of  June  30,  1972,  and 
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the  results  of  its  operations  for  the  year  then  ended,  in  conformity 
with  generally  accepted  governmental  accounting  principles  applied  on 
a  basis  consistent  with  that  of  the  preceding  year. 

We  submit  the  financial  statements  listed  in  the  preceding  table 
of  contents  together  with  the  following  comments. 
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COMMENTS 
GENERAL 

The  Board  of  Medical  Doctors  was  initially  created  by  statute  in 
1889  as  the  State  Board  of  Medical  Examiners.   The  statutory  authority 
of  the  board  remained  virtually  unchanged  through  the  years  until  1969, 
when  the  "Medical  Practice  Act"  (Section  2,  Chapter  338,  Laws  of  1969) 
was  enacted,  providing  for  a  comprehensive  revision  of  the  board's  statu- 
tory powers,  duties,  and  responsibilities.   As  a  result  of  the  Executive 
Reorganization  Act  of  1971,  the  board  was  changed  from  a  basically  inde- 
pendent state  agency  to  an  agency  of  the  newly  created  Department  of 
Professional  and  Occupational  Licensing.   This  department  was  activated 
by  order  of  the  Governor  on  August  1,  1972,  and  as  a  result,  the  board 
is  now  one  of  26  licensing  agencies  under  the  department. 

The  board  is  composed  of  seven  members  who  are  appointed  by  the 
Governor  for  staggered  terms  of  seven  years.   The  statute  stipulates  that 
the  board  be  composed  of  six  members  having  the  degree  of  doctor  of  medi- 
cine and  one  member  having  a  degree  of  doctor  of  osteopathy.   Since  there 
are  no  doctors  of  osteopathy  presently  licensed  by  the  board,  none  is 
available  to  become  a  member  of  the  board.   The  statutes  governing  the 
board  also  require  that  all  members  be  doctors  of  medicine  from  separate 
counties,  a  resident  of  the  state  for  five  years,  and  a  licensed  practi- 
tioner for  five  years. 

The  board  is  charged  with  the  administration  and  application  of  the 
Medical  Practice  Act.   In  addition,  the  board  licenses  podiatrists  and  ex- 
amines and  licenses  physical  therapists  under  separate  legislation.   The  Medi- 
cal Practice  Act  specifies  that  it  is  legislative  policy  and  in  the  public 
interest  that  the  health  needs  of  the  people  be  provided  for  through  the 
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practice,  control,  and  regulation  of  medicine.   To  that  end,  the  Act  requires 
that  the  board  adopt  and  promulgate  rules  and  regulations,  and  maintain 
supervision  and  surveillance  over  licensees  to  protect  the  public  against 
unprofessional,  improper,  unauthorized,  and  unqualified  practice  of  medicine. 

The  activities  of  the  board  are  self-supporting  through  the  collection 
of  application  and  license  renewal  fees  which  are  deposited  to  the  board's 
account  in  the  Earmarked  Revenue  Fund  and  made  available  to  the  board  by 
legislative  appropriation.   Expenditures  of  the  board  during  the  1971-72 
fiscal  year  were  $21,014,  while  revenues  during  the  same  period  were  $31,135. 
As  of  June  30,  1972,  the  following  number  of  practitioners  were  licensed 
by  the  board : 

Male    Female   Total 


Physicians: 

Active 

800 

22 

822 

Inactive 

512 

21 

533 

Total 

1,312 

21 

1,355 

Physical  Therapists 

41 

78 

Podiatrists 

21 

_4 

25 

SUPERVISION  AND  REGULATION 

OF 

LICENSEES 

The  duties  and  responsibilities  of  the  board  uncer  the  Medical  Practice 
Act  extend  substantially  beyond  the  mere  act  of  licensure.   The  nature  of 
these  duties  and  responsibilities  is  broadly  described  in  Section  66-1011, 
R.C.M.  1947,  which  states  that  it  is  legislative  policy  and  in  the  public 
interest  that  control  and  regulation  of  medical  practice  be  accomplished 
in  a  manner  to  properly  protect  the  public  against  unprofessional,  improper, 
unauthorized,  and  unqualified  practice.   Similarly,  Section  66-1016,  R.C.M 
1947,  requires  the  board  to  "  .  .  .  maintain  reasonable  and  continuing 
supervision  and  surveillance  over  all  licensees  ...  to  insure  that  such 
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licensees  maintain  standards  of  conduct  and  exercise  the  privileges  granted 
...  in  the  greatest  public  interest  .  .  .  ."  Accordingly,  there  is  no 
question  that  the  board's  statutory  duties  and  responsibilities  include 
(1)  licensure  and  (2)  on-going  surveillance,  supervision,  regulation,  and 
control  of  licensees.   It  is  in  this  latter  area  where  we  believe  sub- 
stantial improvements  should  be  made  by  the  board. 
Supervision  of  Licensees 

As  previously  stated,  Section  66-1016,  R.C.M.  1947,  requires  the 
board  to  maintain  reasonable  and  continuous  supervision  and  surveillance 
over  all  physicians  licensed  under  the  Medical  Practice  Act.   Notwith- 
standing the  requirements  of  law,  we  found  that  the  board  has  virtually 
no  means  of  exercising  continuous  supervision  and  surveillance  of  licensees. 
As  a  consequence,  the  board  has  relied  almost  entirely  upon  self-government 
of  the  medical  profession  by  organized  medical  groups  such  as  the  state 
and  local  medical  societies  and  hospital  staff. 

Reliance  upon  medical  societies  and  hospital  staff  for  supervision, 
regulation,  and  control  of  physicians  is,  in  our  opinion,  inappropriate 
in  terms  of  the  requirements  of  law  in  that  the  board  is  the  only  organiza- 
tion with  the  statutory  duty  and  responsibility  to  oversee,  regulate,  and 
control  the  practice  of  physicians.   This  fact  is  well  established.   It 
was  recently  upheld  by  a  Montana  Supreme  Court  decision  (Hull  vs  North 
Valley  Hospital,  June  9,  1972)  in  which  a  hospital  argued  and  the  court 
agreed,  that  the  practice  of  physicians  is  a  matter  controlled  by  statute 
and  that  the  "...  authority  to  police  is  exclusive  with  the  state." 
The  American  Medical  Association  has  also  recognized  the  role  of  the  state 
medical  boards,  saying  that  "...  the  boards  have  what  organized  medicine 
does  not  possess — legal  authority  and  legal  status."   (AMA  Report  of  the 
Medical  Disciplinary  Committee,  June  1961.) 
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In  contrast  to  the  board,  the  medical  societies  and  hospital  staff 
are  without  statutory  authority  to  regulate  or  control  physicians.   In 
fact,  Sections  94-3557  and  94-3558,  R.C.M.  1947,  referred  to  as  the 
"Thompson  Act"  explicitly  prohibit  hospitals  from  discriminating  between 
physicians  who  are  members  of  the  hospital  staff  and  those  who  are  not, 
and  provide  a  criminal  penalty  for  doing  so.   Accordingly,  under  present 
law,  the  sole  authority  to  supervise,  regulate,  and  control  physicians 
lies  with  the  board  and  not  with  the  organized  medical  groups. 

In  actual  practice,  once  a  license  to  practice  is  granted  by  the  board, 
supervision,  regulation,  and  control  of  physicians  is  accomplished  by  the 
staff  of  the  respective  hospitals.   These  staff  groups,  organized  under 
bylaws  and  subject  to  periodic  review  by  the  Joint  Commission  on  Accredi- 
tation of  Hospitals,  internally  examine  the  actual  ir.-hospital  practice  of 
physicians.   These  internal  reviews  constitute  an  on-going  review  of  physician 
competence,  ethics,  and  overall  practice,  and  can  result  in  a  physician  being 
reprimanded  and  his  privileges  in  the  hospital  being  restricted  or  revoked. 
Although  the  timing  of  these  reviews  is  basically  after  the  fact,  except 
where  they  apply  to  the  future,  they  are  the  nearest  thing  to  supervision 
that  exists.   However,  the  board  is  ordinarily  not  cognizant  of  the  informa- 
tion developed  by  these  reviews  or  subsequent  action  resulting  from  them. 

Although  we  are  not  aware  of  instances  where  the  board  sought  informa- 
tion from  the  various  hospital  staff  with  respect  to  a  physician's  practice, 
it  is  possible  that  such  information  could  be  denied  the  board  under  Title 
69,  Chapter  63,  R.C.M.  1947.   The  statutory  provisions  in  this  chapter 
delineate  the  confidentiality  and  privileged  status  of  hospital  staff 
records  and  proceedings  and  would  seem  to  rule  out  access  to  this  informa- 
tion to  anyone  except  the  hospital  staff.   This  is  not  the  case,  however, 
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since  the  hospital  medical  staff  records  and  proceedings,  as  well  as 
other  hospital  processes,  are  subject  to  periodic  review  by  at  least 
one  outside  group,  namely,  the  Joint  Commission  on  Accreditation  of 
Hospitals.   In  addition,  the  statutes  governing  the  use  of  hospital 
staff  records  and  proceedings  are  primarily  oriented  toward  protection 
of  the  patient. 

Protection  of  the  patient  also  appears  to  be  the  primary  reason  for 
the  existence  of  the  hospital  staff,  Joint  Commission  on  Accreditation 
of  Hospitals,  and  the  state  board.   Nevertheless,  only  the  board  has  a 
specific  statutory  duty  and  responsibility  to  supervise,  regulate,  and 
control  the  practice  of  physicians  in  or  out  of  the  hospital. 

We  believe  the  board  should  assume  a  greater  role  in  the  supervision, 
regulation,  and  control  of  physicians.  There  is  no  question  that  the  law 
requires  it,  nor  is  there  any  question,  in  our  opinion,  that  such  is 
presently  not  the  case.  We  are  not  advocating  that  the  board  directly 
supervise  the  day-to-day  activities  of  physicians.   Such  direct  super- 
vision would  not  only  be  costly  and  probably  impossible,  but  also  would 
be  unwarranted  and  undesirable.  We  do  believe,  however,  that  the  board 
should  strive  to  develop  a  much  greater  awareness  of  how  licensees  are 
performing.  One  manner  in  which  this  could  be  accomplished  would  be 
periodic  examination  of  hospital  staff  and  licensee  records  by  the  board 
for  the  purpose  of  evaluating  the  practice  of  licensees.  These  examina- 
tions could  be  performed  under  the  authority  of  Sections  66-1011,  66-1016, 
66-1017,  66-1038,  and  60-1046,  R.C.M.  1947,  on  a  random  basis  by  the  board 
at  special  meetings  convened  for  that  purpose.   Examinations  such  as  this 
would  not  only  provide  the  board  with  first-hand  information  on  the  conduct 
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and  performance  of  licensees,  but  would  also  insure  that  licensees  are 
maintaining  the  standards  of  conduct  and  exercising  the  privileges  granted 
them  in  the  public  interest. 

RECOMMENDATION 

We  recommend  that  the  board  initiate  a  program  cf  routine  periodic 
examinations  of  hospital  staff  and  licensee  records  for  the 
purpose  of  meeting  the  requirement  of  Section  66-1016,   R.C.M. 
1947. 

Investigation  of  Licensees 

Section  66-1038,  R.C.M.  1947,  authorizes  the  board  to  perform  investi- 
gations whenever  it  has  been  brought  to  the  attention  of  the  board  that  a 
licensee  has  or  may  have  violated  the  provisions  of  law  set  out  in  Sections 
66-1037  and  66-1038(1),  R.C.M.  1947.   However,  the  beard's  investigations 
are  not  necessarily  confined  to  licensees,  but  also  encompass  those  instances 
where  unlicensed  individuals  are  purporting  to  treat  humans  for  illnesses 
or  diseases. 

Investigations  by  the  board  are  performed  by  a  private  attorney  em- 
ployed as  a  legal  counsel  for  the  board.   The  following  tabulation  sum- 
marizes the  investigations  performed  by  the  board  during  the  past  twelve 
years: 

Number 

Investigations  of  licensees  25 

Investigations  of  unlicensed  individuals  17 

Investigations  prior  to  licensure  _2_ 

Total  Investigations  44 
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Our  examination  of  the  investigatory  files  disclosed  several  procedures 
which  we  believe  should  be  changed.   At  the  time  of  our  audit,  the  board 
had  no  systematic  approach  to  conducting  and  documenting  investigations. 
It  is  generally  difficult,  and  often  impossible,  to  determine  how  investi- 
gations materialized,  the  nature  and  source  of  the  complaint  prompting  the 
investigation,  who  conducted  the  investigation,  what  the  investigation 
consisted  of,  and  what  the  final  disposition  of  the  complaint  was.   To 
obtain  this  information  on  any  given  case,  we  had  to  resort  to  a  complete 
review  of  a  licensee's  file,  the  minutes  of  board  meetings,  and  the  board's 
claim  and  correspondence  files.   In  several  instances  the  only  indication 
that  an  investigation  was  in  process  or  had  been  performed  was  a  reference 
or  mention  in  the  minutes.   In  other  instances  the  minutes  inferred  that 
an  investigation  was  underway  yet  no  final  disposition  was  evident. 

Since  investigations  are  a  principal  duty  of  the  board,  we  believe 
a  more  systematic  approach  to  investigations  is  warranted.   That  is,  there 
should  be  a  formal  system  documenting  the  activities  of  the  board  in  this 
area  from  the  point  a  complaint  is  received  to  the  point  where  complaints 
are  resolved.   Such  a  system  should  show:   (a)  complaints  received,  (b) 
disposition  of  complaints,  i.e.,  investigation  initiated,  referred  to 
some  other  body,  etc.,  (c)  what  the  investigation,  if  any,  consisted  of, 
i.e.,  contacts  made,  records  examined,  etc.,  (d)  what  the  results  of  the 
investigation  were,  and  (e)  what  action  was  taken  by  the  board  as  a  result 
of  the  complaint. 

A  systematic  approach  such  as  this  would  not  only  fully  disclose  the 
investigative  activities  of  the  board,  but  would  also  provide  the  board 
with  a  uniform  and  documented  basis  for  decisions  with  respect  to  com- 
plaints against  licensees. 
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As  pointed  out  previously,  the  board  is  now  an  agency  of  the  newly 
created  Department  of  Professional  and  Occupational  Licensing.   This 
department  encompasses  25  other  licensing  boards  which  also  have  various 
degrees  of  investigative  duties  and  responsibilities.   Some  of  these 
other  boards  have  had  to  employ  legal  counsel  or  special  personnel  to 
conduct  investigations,  while  other  boards  have  not  actively  pursued 
investigations.   As  is  the  case  with  the  Board  of  Medical  Doctors,  these 
other  boards  are  also  public  bodies  essentially  established  to  regulate 
and  control  their  respective  professions  or  occupations  in  the  public 
interest.   Since  each  board  has  this  role,  and  a  need  for  investigative 
capability,  we  believe  it  would  be  logical  for  the  department  to  establish 
an  investigative  staff  unit  to  serve  all  26  boards.   This  staff  should 
consist  of  at  least  one  individual  having  a  professional  investigative 
background  and  investigative  experience.   A  staff  of  this  nature  would 
not  eliminate  the  need  for  the  advice  and  occasional  use  of  legal  counsel, 
but  would  reduce  the  need  and  expense  of  using  highly  trained  legal  counsel 
for  routine  investigative  work. 

RECOMMENDATION 

We  recommend  that  the  Department  of  Professional  and  Occupational 
Licensing : 

1.  Establish  an  investigative  staff  to  perform  investi- 
gations for  the  26  boards  under  its  jurisdiction. 

2.  Establish  a  standard  system  of  procedures  and  docu- 
mentation for  the  receipt,   investigation,  and  resolution 
of  complaints  relative  to  licensing  boards  or  licensees. 
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Discipline  of  Licensees 

Discipline  in  organized  medicine  is  a  complex  operation  and  is  some- 
times difficult  to  pinpoint.   It  not  only  involves  the  board,  but  also 
involves  the  several  constituent  bodies  of  organized  medicine,  including 
the  American  Medical  Association,  the  Joint  Commission  on  Accreditation 
of  Hospitals,  the  state  medical  association,  the  county  medical  societies, 
and  the  medical  staff  of  hospitals. 

As  previously  mentioned,  the  board  has  relied  tc  a  large  extent  upon 
the  medical  profession  for  discipline  within  the  medical  ranks.   This 
appears  to  be  a  generally  accepted  circumstance  throughout  the  country 
as  a  result  of  long  standing  tradition  and  medical  professionalism.   As 
a  consequence,  the  majority  of  disciplinary  problems  are  handled  internally 
by  organized  medicine. 

In  1961  the  Medical  Disciplinary  Committee  of  the  American  Medical 
Association  published  a  study  of  medical  discipline  covering  all  states 
(AMA  Report  of  the  Medical  Disciplinary  Committee,  June  1961).   This  study 
included  a  canvass  of  state  medical  societies,  county  medical  societies, 
and  state  medical  boards  with  respect  to  the  problem  of  medical  discipline. 
The  state  medical  societies  and  the  county  medical  societies  responded 
by  listing  numerous  areas  of  disciplinary  problems  including  such  things 
as  overcharging,  narcotic  addiction,  professional  incompetence,  unnecessary 
surgery,  fee  splitting,  and  abuse  of  health  insurance  plans.   Consequently, 
there  is  no  question  that  disciplinary  problems  are  being  encountered  by 
the  organized  medical  groups. 

On  the  other  hand,  the  state  medical  boards  were  generally  not  respon- 
sive to  the  AMA's  study.   The  AMA  report  summarized  this  by  stating  that: 
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"Perhaps  the  most  significant  observation  to  be  made  from 
the  replies  from  the  state  boards  is  that  the  respondents 
generally  proved  to  be  unable  or  unwilling  to  discuss  pro- 
blems of  medical  discipline  in  useful  ways.   There  was  a 
sizable  number  of  replies  which  expressed  the  view  that 
discipline  is  either  something  of  secondary  importance 
or  something  not  to  be  discussed." 

The  AMA  study  also  pointed  out  that,  on  a  national  scale,  discipline 
within  the  medical  profession  is  handled  at  the  local  level.   That  is, 
according  to  the  AMA  report,  that  county  medical  societies  are  the  primary 
focal  point  for  disciplinary  matters.   In  this  regard,  the  AMA  report  stated 
that  there  was  an  absence  of  cooperation  among  the  medical  societies  in- 
volved in  discipline  and  the  state  licensing  boards.   According  to  the 
report  "...  there  is  no  interchange  of  experiences  among  medical 
societies  or  boards.   Each  pioneers;  each  goes  its  own  way  without  know- 
ledge of  the  experience,  either  good  or  bad,  of  other  societies  or  boards." 
Based  upon  these  factors  and  the  other  information  considered,  the  AMA 
report  expressed  the  conclusion  that  "...  disciplinary  action  by  both 
medical  societies  and  boards  of  medical  examiners  is  inadequate."  The 
report  expressed  the  belief  that  unfortunately,  "...  medicine's  efforts 
have  largely  ceased  with  the  discharge  of  the  licensing  function.   All  too 
seldom  are  licensed  physicians  called  to  task  by  boards,  societies,  or 
colleagues."  To  overcome  these  problems,  the  AMA  report  recommended,  among 
other  things,  that  the  state  medical  boards  "...  seriously  consider  the 
advisability  and  necessity  of  making  discipline  their  primary  responsibility." 

In  Montana,  as  apparently  in  other  states,  discipline  is  not  the 
primary  role  of  the  state  medical  board.   Our  examination  of  the  board's 
activities  disclosed  that  licensure  as  opposed  to  discipline  has  been  and 
is  the  primary  role  of  the  board.   During  the  past  12  years,  the  board  has 
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undertaken  25  investigations  pertaining  to  licensees.   Less  than  one-half 

(12)  of  these  investigations  resulted  in  disciplinary  action  by  the  board, 
as  follows: 

License  revocation  4 

License  suspension  1 

License  probation  3 

Written  reprimand  _4 

Total  12 

The  fact  that  disciplinary  action  has  been  taken  only  in  12  cases 
becomes  significant,  in  our  opinion,  when  one  considers  the  fact  that 
about  1,600  physicians  held  active  or  inactive  licenses  during  the 
12-year  period.   Statistically,  the  number  of  disciplinary  cases  constitutes 
less  than  .8  percent  of  the  licensees,  which  is  either  a  reflection  of 
the  quality  of  licensees  in  Montana  or  a  reflection  of  the  board's  limited 
activity  in  the  area  of  discipline.   To  the  extent  that  the  problems  ex- 
pressed in  the  AMA  report  on  a  nationwide  scale  are  present  in  Montana 
is  not  obvious  because  (1)  the  board  does  not  become  involved  in  the 
majority  of  them,  and  (2)  if  they  are  handled  by  organized  medicine,  it 
is  done  so  in  an  internal  manner. 

It  is  obvious  the  board  does  not  concern  itself  with  the  majority 
of  disciplinary  problems.   This  is  partially  indicated  by  the  fact  that 
the  board  has,  as  previously  pointed  out,  conducted  only  25  investigations 
in  the  last  12  years  and  taken  disciplinary  action  against  less  than  .8 
percent  of  the  licensees.   It  is  also  indicated  by  the  fact  that  disci- 
plinary problems  of  apparent  serious  nature  occur  without  any  knowledge 
or  action  by  the  board.   For  example,  we  noted  one  instance  where  a  licensee 
of  the  board  was  sued  for  malpractice  by  a  client.   Although  the  licensee 
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admitted  negligence  and  settled  the  matter  without  court  action,  the  case 
eventually  went  through  a  lower  court  to  the  State  Supreme  Court  with 
respect  to  another  aspect.   In  this  case,  it  was  brought  out  that  the 
licensee's  privileges  to  practice  surgery  in  a  particular  hospital  had 
been  restricted,  suspended,  and  revoked  on  several  occasions  due  to 
questionable  medical  practices.   However,  there  was  r.o  indication  of 
these  circumstances  in  the  board  files  and  it  appears  that  the  board  was 
unaware  of  the  licensee's  medical  and  legal  difficulties  and  did  not  be- 
come aware  of  them  until  publicity  was  given  the  Supreme  Court  case  by 
the  news  media.   This  was  almost  three  years  after  the  licensee's  medical 
and  legal  difficulties  materialized. 

In  another  instance,  a  licensee's  privileges  to  practice  in  a  hospital 
were  severely  limited  in  1967  by  the  hospital  due  to  inappropriate  fees 
and  questionable  medical  procedures.   The  board  was  unaware  of  the  situation 
until  1969,  at  which  time  the  board  asked  the  licensee  to  work  out  his 
problems  with  the  hospital  and  follow  the  rules.   Rather  than  do  this,  the 
licensee  left  the  community  and  the  state  in  1970.   Consequently,  the  board 
minutes  indicate  that  no  action  was  taken  by  the  board  because  the  licensee 
was  no  longer  practicing  in  Montana. 

The  foregoing  examples  are  not  isolated  instances  where  the  board  was 
unaware  of  disciplinary  problems.   There  are  numerous  instances  where 
physicians  licensed  by  the  board  are  criticized,  formally  reprimanded, 
censured,  and  in  some  instances,  restricted  or  precluded  in  medical  practice 
by  their  peers  without  the  knowledge  of  the  board.   This  can  be  illustrated 
by  the  results  of  a  recent  survey  conducted  at  our  request  by  the  State 
Hospital  Association.   The  survey  consisted  of  questionnaires  completed 
by  the  association  members  relative  to  disciplinary  actions  during  the 
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past  year.   Approximately  78  percent  of  the  hospitals  (49  in  number) 
responded  to  the  survey  as  follows: 

Hospitals  responding  to  survey  49_        100% 


Hospitals  indicating  that  disciplinary 
action  had  been  taken  during  past 
year 

Categories  of  Disciplinary  Action: 


If         37% 


Hospitals  No.  of  Instances 

Reprimand  of  Physician  6  25 

Censure  of  Physician  5  6 

Restriction  of  Physician 

Privileges  3  3 

Suspension  of  Physician 

Privileges  9  318 

Expulsion  of  Physician  1  1 

As  illustrated  by  the  foregoing  table,  disciplinary  actions  against 
physicians  who  are  also  licensees  of  the  board  are  fairly  common  in  that 
37  percent  of  the  hospitals  responding  to  the  survey  reported  disciplinary 
actions.   Although  a  majority  of  the  disciplinary  actions,  particularly 
suspensions,  were  based  upon  the  failure  of  physicians  to  maintain  appro- 
priate medical  records,  the  physician  procedures  in  these  instances  were 
found  to  be  defective  by  medical  peers  to  an  extent  serious  enough  in  nature 
to  warrant  formal  disciplinary  action.   Yet  none  of  these  disciplinary  actions 
are  reflected  in  any  manner  in  the  files  of  the  board,  which  is  the  organiza- 
tion having  statutory  responsibility  to  oversee  the  practice  of  physicians 
in  Montana. 

The  professional  qualifications,  performance,  and  conduct  of  physicians 
is  also  a  subject  of  concern  to  the  Joint  Commission  on  Accreditation  of 
Hospitals  (JCAH) .   In  this  regard,  we  were  advised  by  the  JCAH  that  "the 
JCAH  is  very  much  concerned  regarding  the  qualifications  and  conduct  of 
all  physicians  .  .  .  and  requires  that  accredited  hospitals  have  documenta- 
tion of  such."   The  JCAH  also  advised  us  that  any  deficiencies  observed 
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relative  to  physicians  during  hospital  evaluations  are  formally  reported 
to  the  administrative  officers  of  the  hospitals  concerned.   These  reports 
are  confidential,  according  to  the  JCAH,  and  are  not  available  to  anyone 
including  the  board  "except  as  required  by  law."  In  this  regard,  the  JCAH  . 
said  the  reports  could  be  sent  to  the  board  if  such  a  requirement  was  en- 
acted by  the  state  legislature. 

The  general  reluctance  of  the  board  to  become  involved  in  medical 
disciplinary  matters  appears  to  stem  from  basically  three  factors.   First, 
the  board  has  depended  to  a  large  degree  upon  the  medical  profession  to 
self -govern  and  self -regulate.   Secondly,  the  board  has  not  envisioned 
discipline  as  being  one  of  its  primary  responsibilities.   Finally,  there 
is  concern  that  the  board  could  be  subjected  to  legal  action  by  a  licensee 
if  inappropriate  disciplinary  action  was  taken  by  the  board. 

In  the  first  instance,  as  discussed  in  preceding  paragraphs,  it  is 
the  board,  and  no  other  organization,  which  is  burdened  with  the  statutory 
responsibility  of  overseeing  the  conduct  of  its  licensees.   This  has  been 
recognized  by  the  courts  and  organized  medicine.   In  the  second  instance, 
the  statutes  clearly  indicate  that  the  board's  primary  role  is  the  protection 
of  the  public  interest,  and  accordingly,  we  believe  chat  board  awareness 
of  formally  conceived  disciplinary  actions  by  peer  groups  is  a  legitimate 
concern  of  the  board.   To  ignore  these  actions,  which  are  a  reflection  of 
licensee  conduct,  cannot,  in  our  opinion,  be  in  the  public  interest. 
Finally,  while  we  realize  that  the  board  could  be  subjected  to  legal 
action  as  a  result  of  an  inappropriate  disciplinary  action,  we  do  not 
believe  such  legal  action  would  be  successful  if  the  board's  disciplinary 
action  was  based  upon  a  properly  investigated  and  documented  set  of  cir- 
cumstances.  In  this  connection,  the  AMA  report  cited  previously  (AMA 
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Report  of  the  Medical  Disciplinary  Committee,  June  1961)  stated  that  the 
courts  have  tended  to  support  the  state  medical  boards  especially  when 
they  act  in  the  public  interest. 

As  previously  discussed,  the  AMA  has  recommended  that  state  medical 
boards  consider  making  discipline  their  primary  responsibility.   We  believe 
this  recommendation  is  appropriate  in  Montana.   In  this  regard,  we  believe 
the  board  should  be  cognizant  of  all  matters  affecting  the  practice  of 
those  whom  the  board  has  licensed.   That  is,  whenever  a  legitimately  con- 
ceived body  such  as  the  Joint  Commission  on  Accreditation  of  Hospitals, 
American  Medical  Association,  state  medical  association,  county  medical 
societies,  hospital  staff,  and  other  representatives  of  organized  medicine, 
take  disciplinary  action  affecting  a  licensee  of  the  board,  we  believe  the 
board  should  be  aware  of  the  action  and  that  it  should  be  annotated  in  the 
board's  files  on  the  respective  licensee.   In  these  instances  where  the 
disciplinary  action  taken  by  the  medical  body  is  based  upon  licensee  conduct 
which  may  constitute  a  violation  of  the  Medical  Practice  Act,  the  board 
should  investigate  the  matter  and,  if  appropriate,  take  the  necessary 
disciplinary  action  at  the  board  level. 

We  realize  that  it  may  take  legislative  action  to  accomplish  such 
things  as  obtaining  the  reports  of  the  JCAH  and  hospital  staff.   In  these 
instances  we  believe  the  board  should  seek  such  legislation.  Unless  these 
measures  are  accomplished,  we  do  not  believe  the  board  can  meet  its  statu- 
tory responsibility  of  protecting  the  public  interest  as  expressed  in  the 
Medical  Practice  Act. 

RECOMMENDATION 

We  recommend  that  the  board  consider  the  advisability  of  seeking 
legislation  necessary  to  require  that  all  disciplinary  actions 
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taken  against  licensees  by  the  various  constituent  groups  of 
organized  medicine  be  transmitted  to  the  board  so  the  board 
can: 

(a)  Enter  all  disciplinary  actions  taken  by  the  constituent 
groups  of  organized  medicine  in  the  licensee  files 
maintained  by  the  board. 

(b)  Evalute  all  disciplinary  actions  taken  by  constituent 
groups  of  organized  medicine  to  determine  whether  a 
violation  of  the  Medical  Practice  Act  has  occurred. 

(a)  Take  disciplinary  action  where  appropriate  to  protect 
the  public  interest. 

COMPOSITION  OF  THE  BOARD 

Throughout  the  course  of  our  examination,  we  encountered  the  philo- 
sophy that  the  licensing,  regulation,  and  control  of  physicians  is  a  matter 
best  left  to  physicians.   We  encountered  this  philosophy  in  our  review  of 
numerous  medical  publications,  discussions  with  individual  physicians,  as 
well  as  discussions  with  representatives  of  hospitals,  medical  societies, 
and  the  professional  medical  associations,  including  the  Montana  Medical 
Association  and  the  American  Medical  Association.   It:  appears  that  such 
a  philosophy  has  existed  for  many  years  and  may  descend,  in  part,  from 
the  doctor-patient  relationship.   As  a  consequence,  the  surveillance, 
supervision,  evaluation,  and  discipline  of  physicians  is  a  closed-shop 
situation  which  takes  place  most  frequently  in  clinics  and  hospitals, 
occasionally  in  the  medical  societies  and  associations,  and  rarely  at 
the  board  level.   As  a  consequence,  the  surveillance,  supervision,  regu- 
lation, and  control  of  physicians  mandated  to  the  board  in  the  public 
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interest  by  statute  is,  in  actuality,  relegated  to  organizations  and  groups 
which  do  not  have  the  statutory  responsibility. 

To  overcome  this  situation  and  better  represent  the  public  interest, 
we  believe  the  board  should  include  one  or  more  members  who  are  not  members 
of  the  medical  profession.   A  public  representative  would,  in  our  opinion, 
serve  to  insure  that  the  public  interest  is  maintained  as  the  primary  pur- 
pose of  the  board  and  would  provide  the  board  with  a  broader  perspective 
in  its  administration  of  the  Medical  Practice  Act. 

Non-medical  representation  on  state  medical  boards  is  not  a  new 
concept.   One  recent  publication  (Medical  Licensure  and  Discipline  in 
the  United  States,  by  Robert  C.  Derbyshire,  M.D.,  Johns  Hopkins  Press, 
1969)  commented  upon  the  fact  that  "...  most  members  of  the  medical 
profession  believe  that  they  should  be  the  sole  judges  of  the  conduct  of 
their  fellows  and  that  they  alone  should  police  their  ranks."  In  making 
this  comment  the  author  posed  the  question  as  to  whether  the  boards  of 
medical  examiners  are  solely  devoted  to  the  welfare  of  the  public  or  are 
the  boards  principally  concerned  with  the  protection  of  the  profession. 
The  answer,  according  to  the  author,  is  that  "...  we  must  not  lose 
sight  of  the  fact  that  boards  of  medical  examiners  are  public  bodies 
whose  sole  function  is  to  protect  the  welfare  of  the  public.   And  how 
can  the  interests  of  the  public  be  better  protected  than  by  having  a 
representative  on  the  board?" 

In  this  regard,  we  found  that  state  medical  boards  in  nine  other 
states  presently  have  one  or  more  members  who  are  not  members  of  the 
medical  profession.   In  some  cases  the  members  are  lawyers  or  members 
of  allied  professions,  such  as  dentistry.   In  one  case  the  need  for  a 
public  member  was  drawn  from  a  court  decision  based  upon  the  premise 
that  "...  regulatory  bodies  should  not  be  composed  mainly  of  licensees 
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of  the  vocation  or  profession  which  is  subject  to  the  regulation."  We 
believe  this  is  sound  public  policy. 

RECOMMENDATION 

We  recommend  that  the  board  consider  the  advisability  of  seeking 
amendatory   legislation  necessary  to  require  t}.at  one  or  more 
members  of  the  board  be  appointed  from  the  public  at   large. 

ADEQUACY  OF  MEDICAL  SERVICES 

During  the  course  of  our  work  in  conjunction  with  our  audit  of  the 
board,  we  became  apprised  of  the  fact  that  a  shortage  or  maldistribution 
of  physicians  exists  in  Montana  as  well  as  other  states.   Whether  it  is 
called  a  shortage  or  maldistribution  seemingly  makes  no  difference  when 
the  fact  is  that  part  of  Montana's  population  has  inadequate  or  no  medical 
service. 

The  1971  annual  report  to  the  Governor,  prepared  by  the  board,  states 
that  76  percent  of  the  physicians  licensed  to  practice  in  Montana  are 
located  in  cities  with  a  population  of  10,000  or  more,  accounting  for 
about  260,000  of  Montana's  population.   The  remaining  24  percent  of  the 
state's  licensed  physicians  are  left  to  meet  the  health  need  of  the  re- 
maining 440,000  people  in  the  state.   In  this  regard,  the  annual  report 
stated  that  in  1971,  Montana  had  about  one  physician  for  each  1,000  of 
population  while  a  goal  of  one  physician  per  750  of  population  would  be 
more  desirable. 

A  study  performed  by  the  Western  Interstate  Commission  for  Higher 
Education  (WICHE,  Montana  Health  Profile,  July  1969)  showed  that  there 
were  five  counties  without  any  physicians  as  follows: 
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1.  Golden  Valley 

2.  Petroleum 

3 .  Powder  River 

4.  Treasure 

5 .  Wibaux 

and  18  counties  with  two  or  less  physicians  as  follows: 


1.  Broadwater 

2.  Carter 

3.  Daniels 

4.  Fallon 

5.  Garfield 

6.  Granite 

7.  Jefferson 

8.  Judith  Basin 

9.  Liberty 


10.  McCor.e 

11.  Meagher 

12.  Mineral 

13.  Phillips 

14.  Prairie 

15.  Sanders 

16.  Sheridan 

17.  Sweetgrass 

18.  Teton 


In  this  regard,  the  WICHE  study  pointed  out  that  Montana  had  only 
103  physicians  per  100,000  population  while  the  national  average  was  145 
per  100,000  population.   In  this  respect,  only  13  states  had  a  lower 
physician-population  ratio  than  Montana. 

Corroborating  and  updating  the  WICHE  study,  we  were  advised  by  the 
State  Department  of  Health  and  Environmental  Sciences  that  11  counties 
in  Montana  presently  do  not  have  adequate  medical  services  either  because 
of  the  absence  of  a  physician  or  due  to  an  inadequate  number  of  physicians. 
These  counties  are  as  follows: 


1.  Carter 

2.  Garfield 

3.  Golden  Valley 

4.  Judith  Basin 

5.  McCone 

6.  Meagher 


7 .  Petroleum 

8 .  Powder  River 

9.  Prairie 

10.  Treasure 

11.  Wibaux 
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As  a  result  of  the  scarcity  of  medical  services  in  these  counties, 
residents  needing  medical  assistance  either  go  without  such  assistance 
or  travel  long  distances  to  population  centers  having  adequate  medical 
services. 

While  we  realize  that  the  problem  of  physician  shortage  or  maldistri- 
bution has  existed  for  some  time  and  is  the  topic  of  numerous  studies, 
plans,  and  pilot  projects,  we  believe  that  the  board  has  some  responsi- 
bility towards  the  problem.   As  previously  indicated,  the  Medical  Practice 
Act  charges  the  board  with  the  duty  and  responsibility  of  overseeing  the 
public  interest  in  the  area  of  medicine.   In  this  regard,  Section  66-1011, 
R.C.M.  1947,  comments  upon  the  need  for  the  use,  control,  and  regulation 
of  medical  practice  for  the  welfare  and  health  needs  of  the  people  of 
Montana. 

In  examining  the  board's  activities  in  this  area  we  found  that  the 
board  has  taken  no  official  action  to  solve  the  problem  of  scarce  medical 
services.   In  this  area,  as  in  others  such  as  medical  supervision  and 
discipline,  the  board  has  left  the  problem  to  be  solved  by  others.   As 
a  consequence,  numerous  and  varied  programs  and  projects  exist  under  the 
auspices  of  federal  and  state  agencies  and  other  organized  groups.   These 
programs,  for  the  most  part,  all  have  at  least  one  common  objective  and 
that  is  to  make  medical  services  more  available  to  various  elements  of 
the  population.   Among  these  programs  and  projects  are  those  directed 
towards  increasing  the  number  of  physicians  practicing  in  rural  communi- 
ties and  those  directed  towards  making  greater  use  of  para-medical  per- 
sonnel to  fulfill  the  need  for  more  medical  services. 

Among  the  programs  directed  towards  greater  use  of  para-medical 
personnel  are  two  which  we  believe  warrant  study  and  emphasis  by  the 
board.   These  programs  are  referred  to  as  the  MEDEX  (Medecin  Extension) 
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and  the  MEDIHC  (Military  Experience  Directed  Into  Health  Careers)  Program. 
Both  of  these  programs  involve  federal  financial  support  and  are  directed 
toward  utilization  of  the  30,000  personnel  dischargee  annually  from  the 
military  service  with  some  medical  training.   In  the  case  of  MEDIHC,  the 
emphasis  is  to  utilize  former  military  personnel  in  all  areas  of  medical 
service  and  allied  fields.   Although  there  is  a  MEDIhC  coordinator  for 
Montana,  this  program  has  not  progressed  to  the  stage  where  personnel  are 
being  placed.   We  were  informed  by  the  MEDIHC  coordinator,  however,  that 
25  physicians  in  the  state  have  expressed  an  interest  in  using  certain  para- 
medical personnel  under  the  MEDIHC  program  and,  correspondingly,  that  21 
former  military  personnel  have  indicated  an  interest  to  work  as  physicians' 
assistants  in  Montana.   Personnel  responsible  for  the  MEDIHC  program  in- 
formed us,  however,  that  Montana's  present  statutes  would  probably  have 
to  be  amended  before  MEDIHC  personnel  could  be  used  as  physicians'  assistants. 

The  other  program,  MEDEX,  is  similar  to  MEDIHC  in  that  both  involve  a 
certain  degree  of  federal  sponsorship.   It  is  different,  however,  from  the 
standpoint  that  it  involves  extensive  federal  financing  and  intensive  train- 
ing of  former  military  medical  personnel  for  the  purpose  of  serving  as 
physicians'  assistants.   This  program,  which  we  believe  has  considerable 
merit  for  use  in  Montana,  is  fully  supported  by  the  Montana  Medical  Associa- 
tion and  is  actively  in  process  in  several  other  western  state,  including 
Washington,  California,  North  Dakota,  and  Utah. 

Under  the  MEDEX  program,  military  personnel  are  carefully  selected 
and  intensively  trained  in  medical  schools  through  federal  financial  support. 
Upon  completion  of  training,  MEDEX  personnel  are  placed  with  cooperating 
physicians  and  serve  as  a  physician  assistant  performing  such  tasks  as  screen- 
ing patients,  history  taking,  performing  parts  of  physical  examinations,  apply- 
ing and  removing  casts,  assisting  at  surgery,  suturing  minor  lacerations, 
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performing  laboratory  tests,  and  other  similar  functions.   The  objective 
of  the  program  is  to  expand  the  physicians'  capabilities,  utilize  military 
trained  personnel,  and  provide  more  medical  services  to  the  public. 

We  found  that  neither  the  MEDEX  or  MEDIHC  program  were  very  widely 
publicized  in  Montana,  and  that  the  board  has  not  taken  action  to  recognize 
or  advocate  these  or  other  programs  as  a  means  of  meeting  Montana's  health 
needs.   In  examining  these  programs,  and  particularly  MEDEX,  we  were  in- 
formed that  the  training  programs  and  facilities  of  surrounding  states, 
such  as  Washington  and  Utah,  were  readily  available  to  Montanans.   In  the 
case  of  MEDEX,  we  found  that  only  one  graduate  of  MEDEX  training  was  being 
used  in  the  state  and  that  this  came  about  entirely  as  a  result  of  the 
individual  interest  and  effort  of  the  physician  and  the  MEDEX  training 
program  in  another  state.   In  other  words,  nothing  was  done  by  the  board, 
or  organized  medicine  in  Montana  to  result  in  the  placement  of  this  MEDEX. 
In  fact,  we  were  informed  by  the  individuals  involved  that  they  attempted, 
but  were  unable  to  obtain,  a  clarification  of  the  Montana  medical  laws 
insofar  as  they  apply  to  a  physician  assistant  such  as  MEDEX  personnel. 

With  respect  to  the  Montana  medical  laws,  we  found  that  the  board 
believes  that  present  Montana  laws  do  not  permit  the  use  of  personnel  such 
as  physicians'  assistants,  who  are  not  licensed  to  practice  medicine.   During 
the  July  1972  meeting,  the  board  decided  to  do  nothing  about  physicians' 
assistants  since  there  is  nothing  in  the  statutes  specifically  authorizing 
their  use  at  the  present  time.   As  a  consequence,  the  board  deferred 
indefinitely  the  matter  of  physicians'  assistants. 

As  previously  mentioned,  physicians'  assistants  are  presently  being 
trained  and  used  in  several  neighboring  states.  Since  these  states  have 
apparently  overcome  the  problems  associated  with  the  physician  assistant 


-24- 


programs  such  as  proper  placement,  relationship  with  other  medical  personnel, 
and  professional  liability,  we  believe  that  similar  problems  could  be  over- 
come in  Montana.   Since  these  problems  are  not  insurmountable  and  in  view 
of  the  pressing  need  for  basic  and  additional  medical  services  in  certain 
areas  of  Montana,  we  believe  the  board  should  seek  whatever  means  it  can  to 
provide  additional  medical  personnel  such  as  physicians'  assistants.   Parti- 
cularly, we  believe  the  board  should: 

1.  Immediately  investigate  the  physician  assistant  legislation 
and  programs  in  surrounding  states  such  as  Washington, 
California,  Utah,  and  North  Dakota. 

2.  Consider  the  advisability  of  seeking  and  supporting  that 
legislation  necessary  to  authorize  and  control  the  use  of 
physician  assistants  and  similar  para-medical  personnel 
in  Montana . 

We  believe  that  the  accomplishment  of  the  foregoing  measures  would 
assist  in  alleviating  the  scarcity  of  medical  services  in  Montana,  thereby 
benefiting  the  public  interest. 

RECOMMENDATION 

We  recommend  that  the  board: 

1.  Immediately  investigate  the  physician  assistant 
legislation  and  programs  in  surrounding  states. 

2.  Consider  the  advisability  of  seeking  ar£  supporting 
legislation  to  authorize  and  control  the  use  of 
physician  assistants. 
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ADMINISTRATIVE  MATTERS 
Receivables 

Each  year  the  board  renews  licenses  by  billing  the  licensees  for  the 
prescribed  fee.   Upon  receipt  of  the  fee,  the  license  is  renewed.   In  those 
instances  where  the  fee  is  not  remitted,  the  license  is  revoked. 

We  noted  in  our  review  of  the  board  that  license  renewals,  although 
they  are  in  the  nature  of  accounts  receivable,  were  not  recorded  as  such. 
As  a  consequence,  it  is  difficult  to  determine,  without  reviewing  all 
license  files,  who  has  paid  their  license  fee,  who  has  not,  and  how  much 
money  is  outstanding  in  uncollected  license  fees. 

Under  executive  reorganization,  the  board  was  combined  with  25  other 
licensing  boards.   We  were  informed  that  all  26  of  the  licensing  boards 
handled  license  renewals  in  the  same  general  manner  as  the  board  and  that 
none  of  the  boards  recognized  renewals  as  receivables. 

From  an  accounting  and  management  standpoint,  we  believe  the  treatment 
of  license  renewals  as  receivables  would  be  appropriate.   These  renewals 
constitute  the  "stock  in  trade"  of  the  licensing  boards  and  are  the  source 
of  financing  upon  which  the  boards  operate.   Consequently,  we  believe  the 
boards  should  be  able  to  readily  determine  who  and  how  much  has  been  billed 
for  renewals,  who  has  paid  and  how  much  has  been  paid,  and  who  is  delinquent 
and  how  much  is  outstanding  at  any  given  time. 

Officials  of  the  Management  Systems  Division  of  the  State  Department 
of  Administration  advised  us  that  the  statewide  accounting  system  has  the 
capability  and  is  particularly  adaptable  to  performing  the  accounts  re- 
ceivable function.   Accordingly,  we  believe  the  department  should  establish 
the  procedures  necessary  to  record  license  renewals  as  receivables  under 
the  statewide  accounting  system. 
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RECOMMENDATION 

We  recommend  that  the  department  consult  with  the  Management 
Systems  Division  of  the  Department  of  Administration  to  record 
and  process  license  renewals  as  receivables  in  the  statewide 
accounting  system. 

Central  Cashiering  Function 

Under  present  circumstances,  the  board  performs  its  own  billings, 
receiving,  and  deposit  of  fees  for  license  renewals.  We  were  informed 
that  this  is  also  done  by  the  other  25  boards  under  the  department. 

We  do  not  believe  it  is  efficient  or  conducive  to  proper  internal 
control  for  each  of  the  boards  to  receive  cash  fee  payments,  record  the 
receipt  of  cash,  and  prepare  the  deposits.  It  would  be  better,  in  our 
opinion,  for  the  department  to  establish  a  cashier  to  receive  cash  re- 
mitted by  licensees,  prepare  a  log  of  receipts,  segregate  the  receipts 
as  to  board,  and  prepare  and  make  deposits.  In  doing  this,  the  cashier 
would  remit  the  documentation  to  the  appropriate  board  clerk  for  entry 
into  the  licensee  records. 

Aside  from  the  factors  of  efficiency  and  internal  control,  a  central 
cashier  is  a  logical  step  under  the  intent  of  executive  reorganization  to 
eliminate  duplicative  administrative  effort. 

RECOMMENDATION 

We  recommend  that  the  department  establish  a  central  cashier  to 
serve  all  boards  within  the  department. 

License  Applicants 

We  noted  in  our  review  of  the  board  that  applications  for  licenses 
are  not  recorded  until  the  license  is  actually  approved  and  issued  by 
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the  board.   As  a  consequence,  it  is  nearly  impossible  to  ascertain  and 
identify  those  applications  which,  for  some  reason  or  another,  were  turned 
down  by  the  board. 

Section  66-1019,  R.C.M.  1947,  requires  the  board  to  record  all  "appli- 
cants for  licensure,"  and  not  only  those  to  whom  licenses  have  been  issued. 
Aside  from  the  requirement  of  law,  we  believe  the  number  and  identification 
of  applicants  as  well  as  licensees  is  important  from  the  standpoint  of 
eventual  analysis  and  history. 

RECOMMENDATION 

We  recommend  that  the  board  maintain  a  record  of  all  applications 
for  licensure  pursuant  to  Section  66-1019,   R.C.M.    1947. 

FINAL  COMMENTS 

The  matters  presented  in  the  report  have  been  discussed  with  repre- 
sentatives of  the  department,  board,  Montana  Medical  Association,  Montana 
Hospital  Association,  and  Montana  Department  of  Health  and  Environmental 
Sciences.   The  views  and  cooperation  of  these  representatives  are  appreciated, 

Respectfully  submitted, 


^    <&^~&&*' 


Morris  L.  Brusett 
Legislative  Auditor 


October  18,  1972 
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EXHIBIT  A 


DEPARTMENT  OF  PROFESSIONAL  AND  OCCUPATIONAL  LICENSING 

BOARD  OF  MEDICAL  DOCTORS 

ALL  FUNDS 

BALANCE  SHEET 

June  30,  1972 


ASSETS 
Cash  in  State  Treasury 
Equipment 

Total  Assets 


Earmarked    General 

Revenue      Fixed 

Fund       Assets 


$32,329     $  — 

—        2,021 
$32,329     $2,021 


RESERVES  AND  FUND  BALANCE 

Reserve  for  Investment  in  General 
Fixed  Assets 

Fund  Balance,  Exhibit  B 

Total  Reserves  and  Fund  Balance 


$  —       $2,021 
32,329       — 


$32,329 


$2,021 
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EXHIBIT  B 


DEPARTMENT  OF  PROFESSIONAL  AND  OCCUPATIONAL  LICENSING 
BOARD  OF  MEDICAL  DOCTORS 
EARMARKED  REVENUE  FUND 
STATEMENT  OF  CHANGES  IN  FUND  BALANCE 
Fiscal  Year  Ended  June  30,  1972 


Fund  Balance,  July  1,  1971  $22,208 
Additions: 

Revenue,  Exhibit  C  31,135 

Total  Balance  and  Additions  53,343 
Deductions: 

Expenditures,  Exhibit  D  21,014 

Fund  Balance,  June  30,  1972  $32,329 
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DEPARTMENT  OF  PROFESSIONAL  AND  OCCUPATIONAL.  LICENSING 

BOARD  OF  MEDICAL  DOCTORS 

EARMARKED  REVENUE  FUND 

STATEMENT  OF  REVENUE 

Fiscal  Year  Ended  June  30,  1972 


EXHIBIT  C 


Physical 
Physicians  Therapists  Podiatrists   Total 


License  Fees: 

Reciprocity 

$  9,800 

$300 

$100 

$10,200 

Temporary 

1,700 

-0- 

-0- 

1,700 

Renewals 

18,360 

380 

72 

18,812 

Absentee 

80 

-0- 

-0- 

80 

Penalty  Fee/Late  Renewal 

260 

-0- 

-0- 

260 

Total  License 

Fees 

$30,200 

$680 

$172 

31,052 

Other  (Refunds) 

83 

Total  Revenue 

$31,135 
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EXHIBIT  D 


DEPARTMENT  OF  PROFESSIONAL  AND  OCCUPATIONAL  LICENSING 

BOARD  OF  MEDICAL  DOCTORS 

EARMARKED  REVENUE  FUND 

STATEMENT  OF  EXPENDITURES  COMPARED  WITH  APPROPRIATIONS 

Fiscal  Year  Ended  June  30,  1972 


1971-72  Appropriation 
Less:   Expenditures 
Appropriation  Balance 


$22,600 

21,014 

$  1,586 


ANALYSIS  OF  EXPENDITURES 


Personal  Services: 

Salaries 

$12,420 

Employee  Benefits 

867 

Proctor  Fees  and  Other  Compensation 

1,091 

Operations : 

Contracted  Services 

2,339 

Supplies  and  Materials 

385 

Communication  and  Transportation 

1,164 

Travel 

444 

Rent 

1,250 

Repairs  and  Maintenance 

17 

Other  Expenses 

576 

Equipment 

Total  Expenditures 

$14,378 


6,175 

461 

$21,014 
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EXHIBIT  E 


DEPARTMENT  OF  PROFESSIONAL  AND  OCCUPATIONAL  LICENSING 
BOARD  OF  MEDICAL  DOCTORS 
STATEMENT  OF  CHANGES  IN  GENERAL  FIXED  ASSETS 
Fiscal  Year  Ended  June  30,  1972 


Equipment,  Balance  July  1  1971  $1,535 

Additions  435 

Equipment,  Balance  June  30,  1972  $2,021 
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